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the location was only in part what was supposed. As the pain at first 
was more on the left side, and the left abducens were weaker than the 
right, the pressure was suposed to be chiefly in the left hemisphere. 
Later the right half of the body was paralyzed. 

The tumor was found in the lower half of the cerebrum, but chiefly 
on the right side. It is possible that pressure was made by the tumor 
on the left internal capsule, although no evidences of this were pres¬ 
ent at the autopsy. It was remarkable that there were no symptoms of 
pressure on the right internal capsule. The left lateral ventricle was 
much dilated, perhaps this may be regarded as an explanation of the 
right sided paralysis. The right lateral ventricle was almost closed 
by the tumor. Decussation of the pyramids was present. 

The diagnosis of tumor in the third case was correct, and the 
growth, though large, was easily removed, but the patient, a vigorous 
young man, died a few hours after the operation. 

In the fourth case the diagnosis of tumor was also made. The 
only focal symptoms were partial paralysis of the muscles supplied by 
the right facial nerve, with occasional paresis of the right arm. Cer¬ 
ebellar gait had been noticed. At the autopsy a large tumor was found 
in the left facial centre, which had caused displacement of the sur¬ 
rounding tissue. A cyst was found in the medullary substance some¬ 
what more anteriorly. No distinct attacks of Jacksonian epilepsy had 
been noticed. The partial facial monoplegia was striking, in view of 
the large size of the tumor. 

In the fifth case the following symptoms were noted: Rigidity of 
the neck, headache in the frontal and occipital region, hyperalgesia 
of the muscles of the legs, vomiting, frequent yawnings, papillitis in 
both eyes, rhythmical contractions of the right sterno-c'eido-mastoid, 
apathy, paralysis of the right external rectus with weakness of the in¬ 
ternal. 

The operation revealed a tumor of the right frontal lobe. The 
patient died soon after the operation. 

Schultze believes the operation of cranial resection is not without 
risk. The lowering of pressure in the cranial cavity after removal of 
a large tumor is a source of danger. 

In two cases of Jacksonian epilepsy, reported by Schultze, oper¬ 
ation gave no permanent relief. Spiller. 

A Contribution to the Study of Jacksonian Epilepsy. Lancet, 

Oct. 24, 1896. By W. J. Harris. 

The first case shows that certain movements of the abdominal 
muscles are unilaterally represented in the cerebrum; while the second 
demonstrates the unilateral cortical representation of the soft palate 
and tongue movements (Beevor and Horsley). A child of five years, 
with symptoms of tuberculous tumors in both Rolandic regions, and 
in the cerebellum, had five attacks of convulsions while in the hos¬ 
pital, three right-sided and two left. In the attacks the abdominal 
muscles of the side affected were thrown into spasm, and the head and 
eyes were turned to the same side. The opposite sterno-cleido-mas- 
toid muscle was, therefore, contracted. Movements, not muscles, are 
represented in the cortex. The sterno-mastoid, when employed to 
turn the head to one side, is governed by the hemisphere opposite to 
the side toward which the head is turned. 

Case II. —This patient had visual attacks, in which he saw red 
and green lights, usually accompanied by an olfactory sensation of a 
“ nasty, burning smell,” and sometimes by a bitter taste in the mouth. 
These symptoms had followed a fit he had had six months previously, 
which left him weak on the left side with almost complete left hemia¬ 
nopsia. The patient had had syphilis. A left-sided convulsive attack, 
in which there was involvement of the left side of the tongue and soft 
palate, was observed. 
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Dr. Gowers diagnosed chronic meningitis of the convexity, at¬ 
tacking especially the angular and motor gyri.' 

At the autopsy the pia was found to be adherent over the lower 
part of the right ascending parietal and ascending frontal regions. 
There were localized patches of softening in the right angular gyrus, 
on the median surface of the right occipital lobe, in both uncinate 
gyri, in the depth of the parieto-occipital fissure, and just in front of 
the internal parieto-occipital fissure in the precuneus. 

The writer states that the softening in the right cuneus accounted 
for the left hemianopsia and possibly also for the visual attacks, the 
softening in the uncinate gyri for the olfactory sensations, while the 
thickened and adherent membranes over the lower ascending frontal 
and parietal convolutions explained the localized convulsions in the 
left side of the palate, tongue, face and hand. Spiller. 

A Case of Dyslexia: a Peculiar Form of Word-Blindness. Lan¬ 
cet, Nov. 21, 1896. By James Hinshelwood. 

The patient described in this paper on attempting to read print¬ 
ing or writing could read the first few words quite correctly, and 
would then suddenly come to a stop, saying he could not go on. After 
resting a little he would make a further attempt with precisely the 
same result. He stated that, although he could see the letters, they 
seemed to lose all meaning for him, that they were not blurred, how¬ 
ever, and did not seem to run together. Visual acuity was unim¬ 
paired. The patient had previously been a good workman, but he 
seemed to have forgotten all methods of work, and had to be shown 
every successive step. He was unable to recollect after a few minutes 
where he had placed any article. He frequently lost his way. A care¬ 
ful examination of the nervous system revealed no abnormality. His 
eves were normal, with the execution of a slight amount of presbyopia. 
There was no general deterioration of the mental power. His memory 
for past events was not impaired. There were no disturbances of 
speech. 

He was told to practice reading a short time every day, and when 
he left the hospital, after seven weeks, he could read for any length of 
time. His other symptoms improved, and he soon became almost en¬ 
tirely well. The writer regards this improvement chiefly as the result 
of the withdrawal of alcohol. 

Dr. Hinshelwood believes, if the visual memory centre be itself in¬ 
tact, and the conductivity of the connecting fibres be only partially 
impaired, there may not be absolute inability to read (alexia), but 
there may be very great difficulty in interpreting written or printed 
symbols (dyslexia). 

Berlin regards dyslexia as a special form of word-blindness due 
to an interruption in the conductivity of the fibres to the visual cen¬ 
tre in the lower parietal lobe of the left hemisphere, and he states that 
post-mortem examinations have shown that the anatomical seat of the 
lesion in dyslexia is to be found in the lower parietal lobe of the left 
hemisphere, which includes the supra-marginal and angular convolu¬ 
tions. Berlin has found dyslexia as a temporary symptom in chronic 
alcoholics. It has also been observed as the first symptom of grave 
organic disease of the brain. 

Dr. Hinshelwood believes his case was of toxic origin, and that 
the peculiar forgetfulness was due to a failure of visual memory, the 
centre for which is in the supra-marginal and angular gyri, as is also 
the centre for word-seeing. Word-blindness and loss of memory for 
places and objects are varieties of mental blindness. In complete 
mental blindness, involving all forms of visual memory (including 
word-blindness), there is probably a bilateral lesion in the centre of 
both sides of the brain. 

The author believes that in his case there was impairment of the 



